Okin and colleagues assembled a group of 50 asymptomatic, low-risk subjects as normal controls, 30 patients with clinical angina pectoris but without angiographic documentation, and 30 patients with angiographically proven significant coronary artery disease. This population was exercise tested by their own method, which involves not only highly specific ECG measurements but also a special exercise protocol with narrow work increments. They used a computerized ECG data acquisition system to evaluate ST/HR results first at their customary J+60 -msec measurement point in each lead at the end of each exercise increment and at the peak of exercise. All the electrocardiographic data were stored and reanalyzed with addition ST amplitude measurements at J+0, J+20, J+40, and J+80 msec.
Okin and colleagues assembled a group of 50 asymptomatic, low-risk subjects as normal controls, 30 patients with clinical angina pectoris but without angiographic documentation, and 30 patients with angiographically proven significant coronary artery disease. This population was exercise tested by their own method, which involves not only highly specific ECG measurements but also a special exercise protocol with narrow work increments. They used a computerized ECG data acquisition system to evaluate ST/HR results first at their customary J+60 -msec measurement point in each lead at the end of each exercise increment and at the peak of exercise. All the electrocardiographic data were stored and reanalyzed with addition ST amplitude measurements at J+0, J+20, J+40, and J+80 msec.
When whether the ST segment returns to the baseline quickly (normal) or is still depressed equal to or greater than 0.1 mV at 60 or 80 msec after the J point (ischemic). 1O01213 Simoons and Block16 examined exercise ECG-ST segments at J+50, J+60, J+70, and J+80 msec and found that J+60 msec measurements gave the most accurate identification of exertional ischemia.
Rossi and colleagues17 implemented exercise ECG analysis on a general purpose scientific computer and examined ST segments, finding that amplitude measurement at J+60 msec gave the most accurate results. They found that ST depression equal to or greater than 0.8 mm, combined with an ST slope equal to or less than 1.2 mV/sec detected known coronary artery disease patients with a sensitivity of 0.92 and specificity of 0.94. Sievanen,18 at Tampere University in Finland, recently developed an exercise ECG analysis system employing ST/HR algorithms. He found that measurement of the depressed ST segment was most accurate at J+60 msec if the segment was upsloping, and that it mattered little where the measurement was made if the ST segment was flat or downsloping. Diamond et al19 have examined the exercise ECG test in order to determine the way the choice of interpretative criteria affects test accuracy. They showed how sensitivity and specificity of a test vary with changes of criteria thresholds. In the past, when only visual measurements were available, we could work only with relatively crude ST measurements. This is quite a contrast with the report above that the best accuracy resulted from an ST depression threshold of 0.8 mm! One might summarize by stating that the timehonored and priceless scientific practice of testing new methods in different settings, on different patient populations, and by different investigators must always be done with meticulous attention to detail in replicating the method and analyzing the results. Clearly, the computer age has opened new horizons for analysis of all kinds of cardiovascular data, not least the exercise ECG. And if we can agree that "junctional ST depression" is normal and that downsloping ST depression heralds profound ischemia, then is it not easy to agree that everything in between may represent varying degrees of ischemia?
